In this issue Glass reports his personal series of patients treated for varicose veins by surgical methods. His work, some of which has previously been published in the pages of Phlebology, suggests that neovascularization at the sapheno-femoral junction (SFJ) may be the cause of recurrence following previous surgery. This is an important topic, since recurrence following surgical treatment for varicose veins is a common problem. It has been shown that following sapheno-femoral ligation, recurrence most frequently occurs from the groin. This may be attributable to poor surgical technique in some instances, where a small tributary has been left, and increases in size to supply new varices. In other cases, the anastomy is mistaken and the saphenofemoral junction is not ligated. Occasionally this may be attributable to reduplication of the sapheno-femoral junction. However, this is a rare phenomenon which I have seen only a few times in many operations on the SFJ. The old surgical advice to widely expose the femoral vein and identify all tributaries in this region stilI holds good. Careful examination of the medial and lateral aspects of the femoral vein for 1-2 cm above and below the junction is one of the most reliable ways of ensuring that all tributaries have been ligated and that the anatomy has been correctly identified. The Annals of the Royal College of Surgeons once had the effrontery to publish an article that suggested that this was not necessary! [I] . Regrettably this publication may have led some surgeons to use a poor technique, resulting in more recurrences than might otherwise have been the case. Those surgeons who are concerned that they may damage the femoral vein when dissecting this region, should be reassured that standard surgical techniques with careful handling of the tissues never leads to injury of the normal femoral vein. The likelihood of femoral vein damage is much greater during re-exploration of the groin for a recurrence.
A small number of studies has suggested that even following complete sapheno-femoral junction ligation, recurrence may stilI occur. Glass and others have concluded that this is attributable to 'neovascularization'. that is, communication is re-established between the femoral vein and superficial varices from the region of ligation. It has been shown by a number of authors that patients in whom no venous connection could be demonstrated on duplex scanning within one month of surgery, later develop new communications. The mechanism by which this might occur is unclear, but it is perhaps allied to the mechanism by which deep veins recanalise following occlusion by venous thrombosis. A possible approach to preventing this is the use of a barrier membrane placed over the sapheno-fernoral junction and sutured in place to close the fascial opening over the femoral vein. This was effective in Glass' series in greatly reducing the risk of sapheno-femoral recurrence. However, in some patients, problems were encountered with infection of the mesh membranes that he used. This was overcome later in the series by modifying the type of barrier material. The risk of infection seems to be a potential drawback to the method. If nonabsorbable materials are included in all operations on the sapheno-femoral junction the potential for infection may be considerable. Perhaps this technique could be used selectively, for example in those patients who have already suffered a recurrence. In some other spheres of surgery the use of implanted non-absorbable meshes has become routine, such as in the Liechtenstein hernia repair and seems to be associated with few recurrences and low morbidity. Clearly the use of a nonabsorbable graft is no substitute for good surgical technique. It is no good hiding unligated tributaries of the femoral vein or SFJ under a piece of polypropylene mesh. Further varices may then form from the persisting veins, now in an exceedingly inaccessible position. Although the large clinical series reported by Glass is fascinating, so far no one has published a randomized series to assess the use of patch saphenoplasty in preventing recurrence. Perhaps this is due to the amount of effort required! A large number of patients would have to be studied and the duration of the investigation should be several years. The outcome measures also represent a problem since assessment of the efficacy of the surgical procedure would have to be done using duplex ultrasonography. This often reveals varices in the groin region in patients with recurrent varices, but these may fill from the superficial epigastric or other superficial veins, rather than a true recurrence from the femoral vein. Carefully defined criteria will have to be set to ensure that only recurrences arising from the patched region are classed as failures of the technique. The editor will be happy to consider for publication articles in which the use of patch saphenoplasty is investigated further! PHILIP COLERIDGE SMITH Editor
